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ments, but some weakness, and they walked with a stick. They were not normal hips, but their standard was better than in the unselected pimings.
17 cases were selected as good-risk and littledisplaced fractures, and treated by reduction and pinng.
The combined result of this experiment is that the mortality has not been changed, but on a short-term review the ratio of good to poor has a significant increase. In bad-risk patients of over 75 with displaced femoral neck fractures prosthetic replacement would appear to be indicated. REFERENCE MooRE, A. T. (1957) A rotation osteotomy increases the stability of the reduction when it produces a coxa vara in addition to correcting the anteversion (Fig. 4) . Provided the osteotomy is performed under the age of 3 the varus is quickly corrected (Fig. 5) .
Failure following rotation osteotomy may be due to tardiness or technical faults. When performed over the age of 3 the acetabulum may fail to deepen, and subluxation may recur. The leg must be placed in full internal rotation for one or two weeks before the osteotomy, for if this is not done the external rotation forces acting on the femoral neck may reproduce the anteversion, even when internal fixation is used. Section of (rthopadics London PATIENTS who require treatment for an osteoarthritic hip fall into one of two groups. In the first the disease is confined to one joint, and the other hip is clinically and radiologically normal. In the second group both hips are affected, although only one may give rise to symptoms. There is rarely any difficulty in treating patients with unilateral arthritis, and good results can be obtained by a number of different procedures. On the other hand, success in a patient with bilateral arthritis of the hip is uncommon.
Since 1945 more than 300 patients have been subjected to major hip surgery at Guy's Hospital. Some of the patients who were initially regarded as suffering from arthritis of a single hip subsequently complained of pain in the other, but we were unable to find a single case in which a degenerative arthritis developed in a hip which was clinically and radiologically normal at the first examination. This does not necessarily indicate a fundamental difference between the pathology of these two groups, but it is an important clinical distinction which should be made at an early stage.
In assessing the different types of operations which have been performed in this unit one is particularly impressed by the frequency of hip arthrodesis. We have been very satisfied with the clinical results in these patients, although the rate of fusion leaves room for improvement, and fracture of the femur at the point of insertion of the nail is depressingly common. From time to time we have followed the orthopaedic fashions, at first with the Smith-Petersen cup, later the Judet arthroplasty, and after this, the Crawford Adams cup. More recently, perhaps belatedly, the McMurray osteotomy has found favour. Pseudarthrosis of the hip, with or without osteotomy, has tended to be reserved for the exceptional case. The type of arthroplasty which has been performed has been dictated mainly by the year in which the patient presented for treatment, but throughout the whole period there was a tendency to treat the more severely affected hips by arthrodesis.
In the patient with bilateral arthritis there are three possibilities: (1) The second hip is only slightly affected, and never gives rise to any serious trouble; (2) the second hip deteriorates,
